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Preparation and or execution of this plan does not

* An amended Statement of Deflclencles was constitute admission or agreemant by the Provider of
i provided to the facilily on 03/15/16 to correct the truth of facts alleged or conclusion set forth on the
typographical errors that were in the facllity's statement of deficlencies, The plan is prepared and
original CMS 2567 report. Event ID# QI&V11, executed solely because It is required by the provisions
F 174 483.10(k),(l) RIGHT TO TELEPHONE ACCESS F174 of the State and Federal law. -

§s=p WITH PRIVACY S
§483.10(k) Telephone F 174 — Right to Telephone Access with Privacy

The resident has the right to have reasonable
access o the use of a telephone where calls can
be made without being overheard.

A cordless telephone was purchased on February 26,
2016 at 2:59pm. The phone was placed at the nursing
station which [s located central to all resident rooms.
The phone Is capable of use in a private location if
preferred by the resident.

§483.10(l) Personal Property

The resident has the right to retain and use

" personal possessions, including some
furnishings, and appropriate clothing, as space
permils, unless to do so would infringe upon the
rights or health and safety of other residents.

Resident #18 was verbally notified of the cordless
phone on February 26, 2016 by the Administrator,

All resldents, including Resldent #104, were notifled on
February 29, 2016 and March 1, 2016 via written
communication in the Resident Daily Newsletter.

This REQUIREMENT is not met as evidenced
by,

Based on observations, resident and staff
interviews, and review of the facility's "Resldent
Handbook" the facility falled to provide private
telephone access for 2 of 2 sampled residents
{Residents #18 and #104).

To ensure quality assurance, an additional cordless
phone was purchased on 3/15/16 as a back-up phone
In the event the existing cordless phone should
become non-operative, If the back-up phone is used,
another back-up will be purchased to replace it. The
maintenance department will check operations of the
phene weekly with preventative maintenance checks.

The findings included:

1. Review of the facility's "Resident Handbook"

under the heading of "Private Telephones" on

page 4 stated in part: "A portable phone is located
+ al the nurses' station for resident use.”

Results of the audit will be reviewed In the Quality
Assurance Meeting for at [east three consecutive
meetings. Additional QAA Meeting reviews will occur If
Indicated.

| Review of the medical record revealed Resident

; ##18 was admiited lo the facility on 06/12/12. All corrective action will be completed on or before
Monday, March 21, 2016,
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Review of the quarterly Minimum Data Set (MDS)
dated 12/01/15 revealed Resident #18's cognition
was imoderately impaired.

Observations on 02/24/16 at 11:09 AM revealed
Resident #18 was sitling in her wheelchair at the
nurses' station. Resident #18 slated she wanted
to call her hushand. The deskiop phone had
been placed on the top of the nurses’ station
counter which just above the top of Rasident
{##18's head when she was seated in her
wheelchair. The Administrator dialed the phone

* number for Resident #18 but did reach the family
member,

Observations of the facility on 02/24/16 at 4:19

PM revealed the nursas' station was localed

centrally at the lop of the 4 resident hallways and

the main entrance hallway. Further observatlons
¢ the nurses' slation revealed there were 2 desktop
' telephones and neither of them were cordless.

i Asubsequent chservatlon on 02/25/16 at 12:36

| PM revealed Resldent #18 was silting In her
wheelchalr at the nurses' statlon talking on the
desktop telephone which had been placed on top
of the nurses' station counter. Staff members
and visitors walked past Resident #18 the enlire
time she was on lhe phone and her conversation
could be overheard.

i An interview with the Adminisirator on 02/26/16 at
2:19 PM revealed there had hot been a cordless
phone avallable for resident use for

| approximately 2 weeks. The Administrator

- explained the cordless phones kept breaking and
the facility had ordered a phone they hoped would
he mere durabls.
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During an interview on 02/26/16 at 3:30 PM
Residenl #18 stated she always talked on the
desktop phone at the nurses' station.

2. Review of the facilily's "Resldent Handbook"
under the heading of "Private Telephones" on

at the nurses' station for resident use."

Review of the medical record revealed Resident
#104 was admitted on 03/06/14.

Review of the annual Minimum Data Sel (MDS)
dated 03/16/15 revealed Resident #104's
cognition was moderately impaired.

During an interview on 02/22/16 at 3:21 PM
Resident #104 stated he did not have his own
. telephone and always used the desktop phone at
. the nurses' station which was not private.

Observations of the facllily on 02/24/16 at 4:19
PM revealed the nurses' slation was located
centrally at the top of the 4 resident hallways and
the main entrance hallway. Further cbservations
the nurses’ station revealed there waere 2 desktop
telephones and neither of them were cordless.

An Interview with the Administrator on 02/26/16 at
2:19 PM revealed there had not been a cordless
phone avallable for resident use for
approximately 2 weeks. The Administrator .
explained the cordless phones kept breaking and
the facility had ordered a cordless phone they
hoped would be more durable.

A follow up interview was conducted with
Resldent #104 on 02/26/16 at 4:13 PM. Resident
##104 stated he had never used a portable phene

page 4 stated in part: "A portable phone is Jocated
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ss=D INDIVIDUALITY

The facility musl promole care for residents in a
manner and in an environmenlt that mainlains or
enhances each resident's dignily and respect in
full recognition of his or her individuality.

" This REQUIREMENT is not mel as evidenced
by.

Based on observations, record reviews, and
Interviews, the facilily failed to knock on residents’
room doors and ask for permisslon lo enter
residenls’ rooms prior lo entering two of three
residents observed during a medication pass.
(Resident #26, Resident #15).

The findings included:

l 1. Resldent #26 was admitted to the facllity on

: 10/27/14 with multiple dlagnoses Including
diabetes mellitus (DM), heart failure, and anxiely
disorder.

A review of the most recent quarterly Minimurn
Data Set (MDS) assessment dated 01/20/16
identified Resident #26 as having adequate
hearing, cognitively intact, and visually impaired.
During an observation for medicalion pass on
02/24/16 at 3:50 PM, Nurse #2 was observed
entering Resident # 26's room to administer
medication for Resident #26 without knocking on
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and was not aware of a cordless phone available Nurse #2 was Individually in-serviced by the Director of
for resident use. Resident #104 further stated he Nursing on March 15, 2016. Nurse #2 verbally
would like to be able to talk on the phone in his acknowledged understanding for the need to knock
reom. before entering a resident’s room and the Importance
F 241 483.15(a) DIGNITY AND RESPECT OF F 241 related to promoting care in a manner which enhances

a resldent’s dignity and respect in full recognition of his
or her individuality.

All staff participated Individually In an online Relias
interactive training titled, “Resident’s Rights
Essentials” between the dates of March 6, 2016 to
March 18, 2016. This tralning covered resident rights
including the need to knock and Identify oneself prior
to entering a resident’s room, It also explained the
importance of maintaining a resident’s dignity and
respect,

The Assistant Director of Nursing In-serviced staff on
March 3, 2016. This in-service was related to dignity,
privacy, and knocking on doors before entering a
room.

To ensure guality assurance, Nurse Administration will
observe minimum-of (5) five staff members per day for
two weeks and ten staff members per week for cne
month. This observation will include knocking,
announcing, and waiting for a resident’s response prior
to entering a resident’s room.

The results of this audit will be presented for two
consecutive Quality Assurance Meetings. Additional
findings will be presented to the QAA Committee as
further indicated.

All corrective action will be completed on or before
Monday, March 21, 2016

-
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the room door and walting for the resident to give
' permission to enter. ;

In an interview conducted with Resident #26 on
02/26/16 at 12:22 PM, Resldent ##26 stated that
due to her impaired vision, she expected facility
slaff o knock on her room door, identify
themselves, and wall for her permission hefore
entering her room. Resident # 26 added she
would be annoyed to find someone in her room
| without prior acknowledgment.

An interview was conducted with Nurse #2 on
02/26/16 at 5:34 PM. Nurse #2 admilted that she

" had forgotten to knock on Resident #26's room
door and wait for her permission before entering
her room lo administer medications. She stated
that she would normally knock on resident's room
door and wait for the permission prior to entering.
She added she had too many things on her mind
that day and she failed to knock on the resident's
door before entering the room.

: In an interview with Assistant Director of Nursing
(ADON) on 02/26/16 at 6:11 PM, he stated thal
facility staff were expected to knock on resident's
room door, wait for'resident to respond for
permission to enter prior to entering, and
announce themselves after entering a resident
oo,

An interview was conducted with Administrator on
02/26/16 at 6:28 PM. The Administrator stated
that it was her expectation for all facility staff to
knock on residents' room door each time hefore
entering the resident's room. After knocking, she
expected the facility staff to wait for resident’s
response before entering. Upon enlering the
room, she expecled facility staff to announce
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was covered during employee orientation.

2. Resident #15 was admitted to the facility on
02/06/14 with multiple dlagnoses including
diabetes mellitus (DM), heart failure, and

| Alzheimer's disease.

Areview of the most recent quarterly Minimum
Data Set (MDS) assessment dated 02/03/16
identified Resident #15 as having adequate
hearing, moderalely Impaired cognition, and
impaired vision.

During an chservation for medication pass on
02/24/16 at 3:55 PM, Nurse #2 was ohserved
entering Resident #15's room to administer

room door and waiting for the resident to give
permisslon to enter. :

02/26/16 al 12:48 PM, Residenl /156 stated he
would expect facllily staff to knock on the room

## 15, he considered the room as his home. He
did not want anyone entering his home without
knocking on the room door, waiting for his
permission prior to entry, and acknowledging
themselves after entry.

An interview was conducted with Nurse #2 on
had forgotten to knack on Resident #15's room

+ his room to administer medications. She slated

themselves. She added all of the abave training

* medication for Resident #15 without knocking the

In an interview conducted with Resident #15 on

door prior to entering his room. Unfortunately, it
did not happen all the time. According to Resident

02/26/16 at 5:34 PM. Nurse #2 admitted that she
door and wait for his permission before entering

| that she would normally knock on resident's room
! door and wait for the permission prior to entering.
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F 241 Continued From page 6
| She added she had too many things on her mind
| that day and she failed to knock on the resident's
| door before entering the room,

In an interview with Assistant Director of Nursing
(ADON) on 02/26/16 at 6:11 PM, he slated that
facility staff were expected to knock on resident's
room door, wait for resident to respond for
permission lo enter prior lo enlering, and
announce themselves after entering resident
room.
| Al Interview was conducted with Administrator on
| 02/26/16 at 6:28 PM. The Administrator slated
' that it was her expeclation for all facility staff to
knock on residents' room door each time before
entering resident's room. After knocking, she
expecled the facilily slaff lo wail for resident's
response before entering. Upon entering the
room, she expecied facility staff to announce
themselves, She added all of the above fraining
was covered during employee orlentation.
F 253 483.15(h)(2) HOUSEKEEPING &
§S<E' MAINTENANCE SERVICES

The facility must provide housekeeping and
malintenance services necessary to maintain a
sanitary, orderly, and comfortable interior,

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews, the
facility failed to repair a broken fool board on a
bed in 1 occupied resident room an 1 of 4
resident halls (Resident room #214B), failed to
change a soiled privacy curtain in 1 of 1 resident
room on 1 of 4 resident halls {Resident room

10} PROVIDER'S PLAN OF CORRECTION Xb)
PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 241
F 263

F253 — Housekeeping & Maintenance Services

Resldent #1214B’s bed was temporarily repaired on
2/26/16 by the Maintenance Director to ensure safety.
A new bed was ordered for Resident #2148 on
2/26/2016 by the Administrator, The bed arrived on
3/4/16 and was placed in the room of Resident #2148
by the Maintenance Assistant,
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F 253 Continued From page 7 F 2563 An audit of all resident beds was completed on

1##305A) and failed to remove or slore tollet
plungers in plastic bags lhat were left on the
hathroom floors of 2 resident rooms on 1 of 4
resident halls (Resldent room #306 and #307).

! Findings included:

"4, Observation on 02/23/16 at 11:61 AM in room
#2148 revealed the foot board of the bed was
broken in the top righl corner and was taped with
plastic tape. Observations of the hard plastic
molding that encircled the edges of the footboard
was also broken in the top right corner with rough
edges when touched and was parilally taped wilh
plastic tape. A section in the center of the
foothoard had a long scrape and was broken.

Observation on 02/24/16 at 4:11 PM In room
#214B revealed the fool hoard of the bed was
broken In the lop right corner and was taped with
plastic tape. Observations of lhe hard plaslic
molding that encircled the edges of the foolboard
was also broken In the top right corner with rough
edges when touched and was partially taped with
plastic tape. A sectllon In the center of the :
‘ footboard had a long scrape and was broken,

Observation on 02/25/16 at 12:22 PM in room
#214B revealed the fool board of the bed was
broken in the top right corner and was taped with
plastic tape. Observations of the hard plastic
molding that enclircled the edges of the footboard
was also broken In the top right corner with rough
edges when touched and was partially taped with
plastic lape. A section in the center of the
foolboard had a long scrape and was broken,

- During an Interview and observation on 02/26/16
at 12:42 PM the Maintenance Director confirmed

2/26/16 by the Administrator, Assistant Administrator,
Corporate Director of Compllance, and Western
Regional Clinical Services Manager. Any bed noted to
have a headbeard or footboard in poor condition was
replaced on this day by the facility Maintenance
Department,

To ensure quality assurance, Administrative staff wlll
observe headboards and footboards Monday thru
Friday during administrative rounds. Findings from
these rounds will be presented to the Administrator,
Assistant Administrator, or designee in a dally
Administrative Meeting held Monday thru Friday.

The Manager on Duty, covering Saturday and Sunday,
will communlcate any urgent repair issues to the
maintenance personnel on call. Minor repalirs will be
placed In the Maintenance Work Order Log at the
nurse desk,

The privacy curtaln In Room #305A was replaced on
2/26/16.

Privacy curtalns in all resident rooms were audited
between March 1, 2016 and March 4, 2016. Any
curtains found to be solled were replaced,

Housekeeping staff was In-serviced on March 14, 2016
by the Enviranmental Services Director to monitor
curtains daily with a speclal focus on privacy curtains
every Monday.

To ensure quality assurance, Administrative staff will
observe privacy curtains Monday thru Friday during
administrative rounds. Findings from these rounds will
be presented to the Administrator in a daily
Administrative Meeting held Monday thru Friday.
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1

* his department worked on resident beds and
when they tore up they fixed them, He explained
there was a work order book at the nurse's
station for staff to write on when repairs were
needed and he checked the book as he made
rounds throughout the day but if a repair was
urgent staff should call the maintenance
department, He explained he put a new hand
control on the bed in room 214B on 02/25/16 but
did not look at the footboard of the bed. He
stated he was not aware the foot board on the
- bed was broken but it must have been llke that
for a while. He further stated he did not think he
could repair it but would need to replace the bed.
He confirmed the top right corner of the foot
hoard and the plastic molding was broken and
had been {aped lo hold it in place but he did not
know who had taped it. He also confirmed there
~was an elongated crack In the center of the
*foolboard and it could not be repaired.

During an observation and Interview on 02/26/16
at 12:49 PM the Administrator confirmed the
footboard on the hed in room 214B was broken
and the hed would have to be replaced. She
stated it was her expectation for staff to report to
the maintenance department when equipment
was broken. She further stated there was a
maintenance log at the nurse's stalion and she

i expected staff to fill it out so that repairs could be

! made in a timely manner.

| 2. A soiled privacy curtain was observed in

I Resident Room #305.

a. During an observallon on 02/23/16 at 01:23
PM the privacy curtain was soiled with brown
stains around Resident Bed A.

b. An observation was made on 02/24/16 at

11:35 AM the privacy curtain remained soiled with

The uncovered toilet plingers were removed from
Room #305 & #307 on February 26, 2016 by the
Environmental Services Director.

I

An audit of all resident restrooms was completed on
March 1, 2016-by the Administrative staff to ensure all
restrooms were free of uncovered plungers.

Housekeeping staff was In-serviced on March 14, 2016
by the Environmental Services Director. This in-service
Instructed staff on the proper technique and storage
for soiled items, specifically toilet plungers.

To ensure quality assurance, Administrative staff will
observe resident bathrooms Monday thru Friday
during administrative rounds, Findings from these
rounds will be presented to the Administrator,
Assistant Adminlstrator, or designee in a daily
Administrative Meeting held Monday thru Friday.

Findings far all Maintenance and Housekeeping
services will be presented to the QAA Committee for at
least two consecutive meetings. Additional findings will
be presented to the QAA Committee as further
indicated.

All carrective actlon will be completed on or before
Monday, March 21, 2016
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brown stains.
c. An observalion was made on 02/24/16 al

brown stains.
d. An observation was made on 02/25/16 at

" brown stains.
i . An observation was made on 02/26/16 at

brown stains.

sitting on the floor next to the tollet of the
adjoining bathroom for room 305 and 307,

+ 308.

b. An observation was made on 02/24/16 at
11:35 AM where the plungers remained in the
bathroom nol bagged.

¢. An observalion was made on 02/24/16 al
3:39 PM where the plungers remained in the
bathroom not bagged,

d. An observalion was made on 02/25/16 at
9:14 AM where the plungers remained in the
bathroom not bagged.

e. An observation was made on 02/26/16 at
11:40 AM where the plungers remained in the
bathreom not bagged.

During interview on 02/25/16 at 11:29 AM

and as neaded. The daily cleaning included

including removing toilet plungers as needed.

3:39 PM the privacy curlain remained soiled with
9:14 AM the privacy curtain remained solled with
- 11:40 AM the privacy curtain remained soiled with

3. Two toilel plungers were ohserved not hagged

a. During an observation on 02/23/16 at 01:23
PM observed 2 foilet plungers not in bags on the
floor in the adjoining bathroom of reom 305 and

Housekeeper #1 and Housekesper #2 stated they
cleaned the rooms and residenl bathrooms daily

changing privacy curlains if they were solled and
_mopping the floors of the rooms and bathrooms
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During Interview and tour on 02/26/16 at 6:16 PM
the Administrator and the Director of Nursing
(DON) verlfied the privacy curtain in room 306
. was soiled and the 2 tollet plungers in the
adjolning bathrooms of room 305 and 307 were
not hagged. The Administrator and the DON
* stated |t was their expectations for the staff to
change the solled privacy curtain and for the
tollet plungers lo be either bagged or removed
from the bathroom.
F 278 483.20(g) - (J) ASSESSMENT F278
ss=p ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's status.

" Areglstered nurse must conduct or coordinate
each assessment wilh the appropriate
participation of health professionals.

Aregistered nurse must sign and cerlify that the
assessmenl is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment,

Under Medicare and Medicald, an individual who
willfully and knowingly cerlifies a material and
false statement in a resident assessment is
subject lo a civil money penally of nol more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to cerlify a material and false statement in a

i resldent assessment is subject to a civil money

* penally of not more than $5,000 for each
assessment.

(X4)ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION 1X6)
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F 263 Continued From page 10 F 263

F 278 — Assessment Accuracy/Coordination/Certified,

The MDS Assessment for Resident #108 was corrected
on February 25, 2016, The last comprehensive
assessment dated 9/2/15 was changed to reflect the
resident’s dental status as edentulous, without any

— natural teeth or teeth fragments, This corrected

assessment was re-submitted on February 25, 2016 by
the RN, MDS Coordinator,

Avisual audit of all residents’ mouths was completed
by the Director of Nursing, Assistant Director of
Nursing, and MDS Coordinator on March 21, 2016. Any
resident found to have been coded inappropriately on
his or her most recent MDS assessment were corrected
and re-submitted by the RN MDS Coordinator between
the dates of February 25, 2016 and March 21, 2016.

The Interdisciplinary Team consisting of the MDS
Coordinator, Dietary Manager, Soclal Worker, and
Activity Director reviewed all active residents most
recent Comprehensive Assessment on March 21, 2016
for accuracy. Any areas of inaccuracy were corrected
and resubmitted on March 21, 2016.
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F 278 Continued From page 11 F 278 The Administrator and MDS Coordinator reviewed the

' Clinical disagreement does not constitute a
, material and false statement.

This REQUIREMENT is not met as evidenced

by:

Based on observations, record review, and
interviews the facility falled to code the Minimum
Data Set (MDS) accurately for resldents in the

| areas of oral/dental stalus for 1 of 3 sampled

| residents (Resldent #108).

The findings included:

Resident #108 was admitted to the facilily on
10/28/14 wilh multiple diagnoses including
Diabetes Meliitus {DM), high blood pressure, and
depression

. Areview of the most recent annually Minimum

' Dala Set (MDS) assessment dated 09/02/15

“identified Resldent #108 as having adequate

! hearing, belng severely cognilively impalred, and

- visually impaired. In addition, the MDS indicated
Resident #108 as having no oral/dental status
{ssues.

Review of Resident #108's dental record dated

01/09/16 signed by the denlist revealed she was

completely loothless when she was not wearing
_her full upper and lower denlures,

On 02/24/16 at 11:38 AM. Resident #108 was
observed wearing full upper and lower dentures.
When Resident #108 took out her dentures, no
natural teeth or tooth fragment(s) were observed
in her mouth,

RAI Manual on 2/29/16 for approprlate dental status
coding. The MDS Coordinator acknowledged
understanding to the Administrator on February 29,
2016.

To ensure quality assurance, the Interdisciplinary Team
will review at least one camprehensive assessment per
week for three months to ensure accuracy of MDS.

. Findings will be presented In the Quality Assurance
Meeting for three consecutive meetings.

All corrective actlon will be completed on or before
Monday, March 21, 2016
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An Interview was conducted with MDS
Coordinator on 02/26/16 al 6:44 PM. She F 332 — Free of Medlcation Error Rates of 5% or More
admitted it was her mistake to code "None of the .
above" in the oral/dental status of MDS The physician was immediately notified of the
assessmen! for Resident #108 as the resident medication error for Resident #63., Immediately
was edentulous during the assessment. MDS following the administration of the medications to
Coordinator stated the assessment was based on Resident #63, a medication error form was completed.
! a visual inspection of resident's mouth. Resldent #63 exhibited no negative outcome from the
F 332 483.25(m)(1) FREE OF MEDICATION ERROR F 332 medication error, ‘

ss=p ' RATES OF 5% OR MORE

All resldents Medlcatlon Administration Records were
The facility musl ensure that il is free of audited by the Director of Nursing between March 1,

medication error rates of five percent or greater. 2016 and March 2, 2016. Any resident receiving
Potassium Chlorlde or Metformin were reviewed to

ensure the correct form of drug was belng
administered depending upon each resident’s

This REQUIREMENT is not met as evidenced swallowing status and the abllity for the prescribed

. by: medicatlon to be crushed,
Based on observations, record reviews, and
interviews, the facllity failed to ensure that Every resident’s Care Gulde was audited by the

I medication error rate was 6% or below as Director of Nursing and Assistant Director of Nursing
evidenced by 2 errors out of 28 opportunities, " hetween March 1, 2016 and March 2, 2016 to ensure
resulting In a medication error rate of 7,14 % for 1 accuracy regarding each resident’s ability to tolerate
of 6 residents observed during medication pass whole medications.
(Resident # 63).

Nurse #1 was Individually in-serviced by the Director of
The findings included: Nursing on March 1, 2016. This in-service consisted of
identifying non-crushable medications and the
outcome of crushing an extended release medication.

. 1a. Resident # 63 was admilled to the facility on
11710114 with multiple diagnoses including

dlabetes mellilus (DM), and hypokalemia, All licensed nurses and Medication Aldes participated

individually in an online Rellas nteractive tralning

A review of Resident # 63's medical record titled, “Medication Administration, Avolding Common
revealed a physician's order dated 06/09/15 for Errors” between March 7, 2016 and March 18, 2016.
Potassium Chioride Exlended Release (ER) 20 This training covered Medlcation Administration and
milliequivalent (mEq) one tablet by mouth once tips for avoiding common medication errors.

dally for hypokalemia, The physician order
specified "Do Not Crush" for this medication.
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F 332 Conlinued From page 13 F 332
All licensed nurses and Medication Aides were in-
On 02{28}'16 at 8.:4{5 AM. INUTSE-‘ #_1 was observed serviced by the Assistant Director of Nursing on March
+ preparing and adm[mSte”ng medications to 2, 2016. The In-service specifically Identified non-
: Res[dt_anl #63- The medications pulled for . crushable medications and steps to avold medication
g?:?i?és“g%ogdndgdeﬁ one t;l?llet of Pgtass:u&n errors related to non-crushable medications,
oride mEdg. Nurse # 1 was observe
" placing the 1a.blet of Potassuum Chloride ER IZO To ensure quality assurance, The Director of Nursing or -
' mEq along with Fﬂhef medications Into the pl” Assistant Director of Nursing will observe Nurse #1
2:?1?;163éorqw(;rdt:ig?ognsﬂﬁ#aﬁ%ﬁesglcrglgﬁg the complete a minimum of {10) ten opportunities until 0%
o G 4 medication error rating is obtained.
administered the medications to Resident # 63.
To ensure quality assurance, The Director of Nursing,
O? 02_126/1]6;}[‘ 9'215 {qu'letlrSr? 1‘?1 \gafs'i di Assistant Director of Nursing or designee will ohserve a
interviewed. e slale at sne had raiea (o :
; minimum of one nurse per week for at least ten
: readht.he Ord:F Ic?slll‘t;c::luﬁs ct?]m[;le:e!y }Jefore opportunities over the next three months. if any nurse
g#;rilgg g; 2% gg‘ S[:Sl‘:a? o ??esoic?:lft{;#r%S that Is found to exhibit medication errors during
Hisiil ‘ She add 3 b wiotild fiot have crushiod observation, he or she will receive in-servicing and
the P(;]lglssiuﬁﬁaChErISBGEROZO mEq i?sﬁach[?d o schedule another review within two weeks.
read the entire inslruclions. To ensure quality assurance, findings of the
s . " observations will be presented to the QAA Committee
g;: mttewtivél‘:’a.s Cold[?gﬁd \T:tSZt?ZeB?‘ISGSIS:Eé?;‘i for at [east three consecutive meetings. Further
Bhal & r?'mg ( K }o R o observations will be reported if Indicated.
PM. He slated it was his expectation that all
i H:ﬂigi&iﬁgnasngoﬁgfgtgﬁﬁhn mzdf{/?:(lill‘z: r;,(?(;ﬁer and All corrective action will be completed on or before
oy . " 7 . Monday, March 21, 2016
! Administration Record (MAR) prior to medication PReRY NS, -
- administration to ensure the right resident,
medication, dose, dosage form, route of delivery,
and all important speclal instructions would be
followed.
1b. Resident # 63 was admilted to the facility on
11/10/14 with multiple diagnoses Including
‘ Diabetes Mellitus (DM), and hypokalemia,
]
! A review of Resident # 63's medical record
revealed a physiclan's order for metformin ER
500 milligram (mmg) two tablets by mouth once
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. daily In the morning and one tablet hy mouth once

- dally at noon was discontinued on 02/24/16, A

» new physician's order was initiated on 02/24/16
for metformin 500 mg two tablels by mouth once
daily in the morning and one tablel by mouth once
daily at noon for DM.

On 02/26/16 at 8:47 AM, Nurse #1 was observed
preparing and administering medicatlon to
Resident # 63, The medicalions pulled for
administration included two tablets of metformin

. ER 600 mg. Nurse # 1 was observed placing the

| two tablets of metformin ER 500 mg along with

. other medications into the pill sleeve for crushing.
Then, Nurse #1 mixed the crushed medications
with apple sauces and administered the
medications {o Resident # 63.

On 02/26/16 at 9:25 AM, Nurse ##1 was

interviewed. She acknowledged that she had

administered metformin ER 600 mg to Resident #

. 63. She slated that she was not aware of

- Resident's DM medication had changed from

: metformin ER 500 mg lo metformin 500 mg on
02/24/16.

An interview was conducled with the Assistant
Director of Nursing (ADON) on 02/26/16 at 6:11
PM. He slaled il was his expectalion that all
nurses were lo read and verify each medication
order and its insiructions complstely in the
Medication Adminlistrallon Record (MAR) prior to
medication administration to ensure the right
resident, medication, dose, dosage form, route of
delivery, and all imporlant speclal instructions
would be followed.

F 371 483.36(i) FOOD PROCURE, F 371

ss=E STORE/PREPARE/SERVE - SANITARY

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: 4 BUILDING GOMPLETED
346246 B. WING 02/26/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 SUNSET STREET
HICKORY FALLS HEALTH AND REHABILITATION
GRANITE FALLS, NC 28630
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES (8] PROVIDER'S PLAN OF GORRECTION X8)
PREFIX {EACH DEFICIENGY MUST BE PRECGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) “TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 332 Continued From page 14 F 332

FORM CMS5-2667(02-99) Provions Versions Obsolale Evenl 10: QI5V11

Facllity ID- 923062

If continualion sheel Page 15 of 19




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/15/2016
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
345246 B. WING 02/26/2016

NAME OF PROVIDER OR SUFPLIER

HICKORY FALLS HEALTH AND REHABILITATION

STREET ADDRESS, GITY, STATE, ZIP CODE
100 SUNSET STREET
GRANITE FALLS, NC 28630

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET(ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
|
l [
F 371 Continued From page 15 F 371

The facility must -

(1) Procure food from sources approved or
considered salisfactory by Federal, State or local
authorilies; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:
Based on observations and staff interviews, the
facilily failed to securely close, label and date
opened boxed bags of frozen foods in the freezer
to prevent freezer burn.

i

+ During a tour of the kitlchen on 02/22/16 at 9:46

! AM with the Dietary Manager (DM) the walk-in
freezer lemperalure was observed al 4 degrees
below zero. An observation was made of 4
opened undated boxes of frozen foods opened
including 1 bag of frozen cheese pizza slices, %
bag of dinner ralls, 1 bag of frozen cookie dough
and 1 bag of sliced garlic bread. Along the length
of the door opening a frost buildup of
approximately 2 Inches wide was ohserved on the
freezer wall. In addition the exhaust fans, the

i celling and the floor were all ohserved 10 have a
coating of ice and frost. The DM observed and
verified the boxes of frozen foods were opened
and there was no dated label of when they were
opened. The DM further stated it was her
expectalion for staff lo seal foods after opening

. them. The DM explained she thought the shipping
lahel was enough.

F 371 —Food Procure, Store/Prepare/Serve — Sanitary

The four opened undated boxes of frozen foods
including 1 bag frozen pizza slices, ¥ bag of dinner
rolls, 1 hag of frozen cookie dough, and 1 bag of sliced
garlic bread were disposed on February 22, 2016 at
10:00am by the Food Service Director,

The Food Service Director and contract Dieticlan
performed a complete audit of the kitchen and
nourishment storage on the resident hall on February
22, 2016 at approximately noon. All other food items
were observed to be stored properly with labels,
appropriate dating, and proper sealing.

The Dietary Manager was in-serviced by the Dieticlan
on February 22, 2016 regarding proper labeling and
storage of open Items,

All Dletary staff was in-serviced by the Dietary
Manager.on February 22, 2016 regarding proper
labeling and storage of open items.

To ensure quallty assurance, The Dletary Manager or
designee will continue to perform a daily food storage
Inspection by 9:00am dally and present the findings to
the Administrator, In addition to this dally Inspection,
the Administrator or Assistant Administrator will
perform a weekly food storage Inspection. The
Dietlcian will provide a food storage Inspection at least
once per month,

To ensure quallty assurance, the results of these
findings will be presented in the Quallty Assurance
Meeting for a minimum of six months or six
consecutive meetings.

Al corrective action will be completed on or before
Monday, March 21, 2016
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~ During an inlerview on 02/26/16 at 6:16 PM the
Administrator stated it was her expectation that
t packaged food items were dated, labeled, and
secursly closed when opened,
F 520

F 620 | 483.75(0)(1) QAA
SS=E | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

Afacility musl maintain a quality assessment and
assurance commillee consisting of the director of -
, hursing services; a physician designated by the
i facility; and at least 3 other members of the
! facilily's staff.

The qualily assessment and assurance
commitles meets al least quarierly to identify
issues with respect to which qualily assessment
and assurance aclivilies are necessary; and
develops and implements appropriate plans of
action to correct identified qualily deficiencies.

A State or the Secretary may not require
disclosure of the records of such commiltes
excepl Insofar as such disclosure is related to the
!'compliance of such commiltee with the
i requirements of this section.

Good faith altempts by the committee to identify
and correct quality deficlencles will not be used as
a basis for sanctions.

This REQUIREMENT Is not met as evidenced
by:
. Based on observations, review of daily
- monitoring sheets for the facllity's refrigerators,
I and staff interviews the facility’s Quality

F520- CummIltee-Members/Meet/Quarterly/Plans

The facility has a Quality Assuranca Committes
consisting of the Medical Director, Director of Nursing,
Administrator, Pharmacist, and at least two other
members.

The QAA Committee meets monthly to review existing
and newly identified quality deficlencles,

A QAA Program was implemented in August, 2015 for F
371. The daily Inspection forms were reviewed dally by
the Administrator and findings were presented
monthly in the QAA Meeting. To better ensure quality
assurance in the procurement of food related to F 37,
the Administrator and/or Assistant Administrator will
personally perform a food storage audit at least once
per week. The contract dietician will also perform an
Inspection at least once per month. These findings, in
addition to the dally inspections, will be presented in
the QAA meeting for a minimum of six consecutive
meetings.

All corrective action will be completed on or before
Menday, March 21, 2016
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Assessment and Assurance Commiltee failed to

" maintain implemented procedures and monitor

“ the interventions the commiltee put into place in
August 2015, This was for one recited deficlency
which was originally ciled In August 2015 and
subsequently cited in February 2016 on the
current recertification survey. The repeated
deficiency was in the area of food storage. The
continued failure of lhe facility during two federal
surveys of record show a paltern of the facility's

- inabllity to sustain an effective Quality Assurance

* Program,

The {indings included:
This tag was cross referred to:

F 371: Food Procurement, Slorage, Preparation,
and Distribulion. Basad on observations and staff
interviews, the facility fallad to securely close,

- label and date opened boxed bags of frozen
foods in the freezer to prevent freezer burn,

The facility was recited for F 371 for falling to

label, date, and securely close the bags of 4

: hoxes of frozen prepared foods in the freezer to
prevent freezer burn. F 371 was ariginally ciled
during the August 2015 recaertificalion survey for
failing to assure an opened conlainer of a

. nutritional supplement and sandwiches stored
ready for use were dated.

' During an interview on 02/26/16 at 7:06 PM the
Administrator stated the facility's Quality
Assurance (QA) Program had included daily food
storage inspeclions including monitoring of the
kitchen's refrigerators and freezer in the QA
process. The Administrator could not explain how
the frozen foods with opened bags had been
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